Introduction
With the advent of publicly available screening for antibodies to human T cell lymphotropic virus type III (HTLV-III) by blood transfusion services, genitourinary medicine departments, and general practitioners, the need for counselling for people seeking such screening and those found to be seropositive is now of paramount importance. Patients contemplating seeking such screening must be alerted to the implications of being found seropositive, and those with positive test results must be made aware of the meaning of this result. Furthermore, those who are asymptomatic, those who develop symptoms of HTLV-III infection, and those who go on to develop AIDS usually require counselling as part of the process of adjusting to the condition.
Groups of patients
In practice, five groups of patients have emerged:
(1) Those who request screening for antibodies to HTLV-III because of anxieties over possible infection ("worried well" patients). This group includes members of identified high risk groups (homosexual men, bisexual men, haemophiliacs, intravenous drug abusers, and --possibly prostitutes). It also includes people from low risk groups who fear they may have become infected with HTLV-Ill through (often covert) sexual activities, such as promiscuous and non-monogamous married heterosexual men and women and homosexual men with low level of sexual activity. People who develop anxiety after surgery and other invasive medical procedures associated with donated blood and blood products are also classified in this group.
(2) People who are HTLV-Ill seropositive at screening but have no symptoms of infection. These are usually homosexual men, haemophiliacs, or intravenous drug users, but also include women planning pregnancies or those diagnosed as seropositive during pregnancy: (3) People who are seropositive for HTLV-III and have symptoms, particularly persistent generalised lymphadenopathy, and who have a sporadic pattern of fatigue, general malaise, and night sweats but do not have AIDS.
(4) People with AIDS and AIDS related complex. The latter patients are highly symptomatic of HTLV-III infection, have evidence of depressed immune functioning, but do not fulfill the current Centers for Disease Control criteria for AIDS.' (5) The sexual partners (lovers), close family members, and friends of those who have been diagnosed as being in the above categories. Table I shows the proportion of patients in each category from 200 consecutive people seen for counselling at this hospital before the introduction of mass screening facilities in October 1985.
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PATIENTS WITH AIDS AND AIDS RELATED COMPLEX
In counselling people in this group, the essential information mentioned above is equally relevant and should be presented to them. In addition, however, people with AIDS have to face the possibility of their own death more directly. This is not to say that they will necessarily be under greater psychological pressure than those in other groups of patients. Many respond to a diagnosis of AIDS with a sense of relief, for they may have suspected for some time that they have AIDS and a firm diagnosis at least relieves this uncertainty. For With inpatients the most likely counsellors will be the nursing staff. They have the most extended daily contact with patients, and it is to them that patients will often present their concerns. They are also likely Organising a counselling service for problems related to the acquired immune deficiency syndrome (A IDS) 119 to be the main points of contact between relatives, partners, and friends of the patients and the hospital.
STRUCTURE OF COUNSELLING SERVICE
Whether or not the counsellor does only work related to AIDS, and the number of staff required for such work, depends very much on the local circumstances and the number of patients being seen. For example, blood transfusion service facilities may cover a large geographical area and, instead of a member of staff spending a long time travelling hundreds of miles to see widely spaced patients, a more cost effective solution would be to identify a network of local resource staff to follow up local needs. This clearly requires co-ordination throughout and between districts in the early stages, but could save much time and individual suffering in the long term. The national AIDS counselling training unit that has been established at this hospital can provide continuing training of strategically placed staff to ensure that quality control in counselling is maintained, and can ensure cost effective links between key counselling staff.
The structure of a counselling service can best be shown by considering patients coming for screening for HTLV-III. The figure shows the various stages through which they may go.
The first stage of intervention is at the time the HTLV-Ill antibody test is requested. The first question is whether or not the test should be undertaken. This can be decided usually by discussing with the patient the implications of a positive result in medical, emotional, sexual, employment, and financial terms. It should be stressed that behavioural recommendations are the same whether the results are positive or negative. It is interesting that in our experience the most appreciable and sustained changes in sexual behaviour come when a positive diagnosis is confirmed, which suggests that viral infection is the most profound motivator (see below). It is also interesting that in many cases the financial (insurance and mortgage) consequences of counselling before testing are the deciding factors against being tested.
Counselling before testing may appear to be a doctrine of perfection. In many busy and understaffed clinics, the practical difficulties in allocating precious staff time to large numbers of patients will initially outweigh the otherwise clear responsibility to provide adequate information and consideration before screening. Many clinics see patients more or less on demand, and the reasons for their attending will not be known in advance. On the other hand, the implications of being tested are enormous for the patient. Many people coming for screening will probably have to be given fixed appointments at a later date so that counselling before testing can be achieved. If I as the same advice on infection control will be required for the patient's future activity. One problem is that patients are often very anxious when they come in for their results, and high levels of shock and anxiety accompany positive results.4 Similarly, a negative result will often produce euphoria. In either case information received is likely to be distorted and misunderstood, so it is advisable to allow plenty of time for the result to be accepted and then to repeat the essential information, perhaps supplementing discussion with written summaries.
In subsequent sessions, as anxiety reduces and the result is absorbed by the patient, information may need to be repeated. It is also necessary to include in the discussions topics such as "who and how to tell" and "solving problems", and to assess the patient for signs of psychological or psychiatric disturbance. If the patient appears to be managing successfully, the decision to end current intervention can be taken, typically at the third session after testing. The appearance of residual adjustment difficulties, including those arising in the context of a stable relationship, may indicate the need for further sessions, or perhaps referral to other psychiatric or community support specialist agencies.
It is useful and practical to give outpatients a telephone number (a "lifeline") which they can use to ask questions or make further appointments. Many patients find such a resource particularly reassuring and, rather than creating a flood of time consuming calls from distressed people, such a provision seems to be both time saving and successful in maintaining patient compliance. Queries are typically straightforward, and being able to ask them by telephone saves the patient much unnecessary time and anxiety waiting for appointments.
Symptomatic patients, such as those with persistent generalised lymphadenopathy, AIDS related complex, and AIDS, are likely to need longer term support than other diagnostic groups. For the inpatient with AIDS it is important that a counsellor be available as soon as possible after diagnosis, and that consistent and regular contact be provided.
GENERAL CONSIDERATIONS
Several considerations apply to AIDS related counselling. The first is that a wide range of staff will see patients, particularly those with persistent generalised lymphadenopathy, AIDS related complex, and AIDS. It is vital that they should all give the same information, and interpretations of that information, to the patient. Differing information from health professionals leads to confusion, suspicion, and reduced compliance by the patient. Thus a clear institutional policy on patient management, and clear mechanisms for staff liaison and discussion, are necessary. A regular "outpatient round" for all staff David Miller, John Green, and Alana McCreaner concerned is often helpful for them to get up to date on the medical and social management of the patients.
A second consideration is that most people concerned with particular patients will, to some extent, be counselling them. It is therefore important that one person should take overall responsibility for co-ordinating the counselling input and that that person's role should be recognised by other staff concerned. Consistency is vital, as confusion will result if everyone is using their pet approach with the patient.
Thirdly, working with people with AIDS and AIDS related problems can be very distressing, and it is often helpful to provide staff with a "support group" in which their anxieties, frustrations, and emotions can be constructively ventilated. People are usually relieved to find that "specialists" have the same difficulties as they do, specially when patients are slowly dying, and their lovers and relatives are crying and sometimes aggressive. Such The apparent "polarising" effect of counselling was interesting. Within many stable relationships, one partner remains monogamous or celibate, whereas the other has a number of "external" sexual partners. Counselling seemed to result in either a "bonding", which incorporated an increase of safe sex for the people concerned, or a "splitting" and separation, which resulted in an increase in safe sex or maintained celibacy. Of particular interest is the return to monogamy of the married bisexual men in this sample (4/112), two of whom were seropositive and adopted the use of condoms.
The number of people who did not modify their sexual lifestyle and who continued with unprotected anal intercourse seems reassuringly low (5/112) considering the multiplicity of values within the many sections of the homosexual community interviewed.
Some further issues were hightlighted by this survey. After being informed that they were seropositive, many men experienced a complete loss of sexual drive. Experience with longer term patients suggests this is often only a temporary effect. Sexual activity with others was often replaced by masturbation associated with videos, magazines, and books. Many people reported feeling they had changed their sexual behaviour for ever, and most reported that the "gay scene" would never be the same. Importantly, all those making sexual behavioural changes reported a reduction in the numbers of sexual contacts (to an average of three) during the three month follow up. The peer group influence of community based support groups was often held to be important in motivating this reduction, where it occurred, and in maintaining compliance with safe sex advice. The group studied was unusual in a number of respects. Most patients in the group were seropositive and, because they were seen before the availability of testing on request, most were either symptomatic or knew themselves to be the sexual contacts of people with AIDS. The group contained a high number of patients with frank AIDS. These factors may have increased the success rate of counselling. None the less, the results obtained are extremely promising and it is now important to measure the success of counselling in patients attending for screening on request. Further information is also needed on the effects of counselling on those who do not wish to be tested.
The follow up period was also short, and changes in sexual behaviour should be followed up for a longer period to assess how long changes are maintained beyond three months.
Conclusion
Clearly this limited follow up survey indicates that the establishment of a well organised counselling structure leads to effective changes in sexual behaviour to limit future virus transmission. Data need to be obtained from other groups of patients, including those who do not wish to be tested and those attending for testing on request. The importance of peer group pressure and other influences, such as the variety and intensity of counselling, must be analysed over longer periods before such intervention can be regarded as more than just very promising in its effects. Research into these important issues is currently being undertaken.
